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side of the knee revealed the interesting condition which he 
desired to report. 

The motion of extension and flexion, which has been men¬ 
tioned, was found to take place, not at the seat of the normal 
motion of the knee-joint, but between the semilunar cartilages 
and the head of the tibia. The semilunar cartilages were firmly 
attached by bony adhesions to the condyles of the femur, as the 
result of a destructive inflammation of the cartilage, covering 
the ends of the femur, in infancy. He found no floating cartilage 
in the joint and no dislocation of the internal semilunar cartilage, 
which was the one exposed freely to view. There was no reason 
to suspect any such difficulty with the other cartilage. The 
synovial fluid was somewhat blood-stained, as though the condi¬ 
tion giving rise to pain was a slight synovitis. The wound was 
closed, and, though some superficial infection took place, the 
final result was an improvement in the painful condition. The 
mobility of the joint was only slightly, if at all, lessened by the 
operation. 

The case was reported simply to record an interesting patho¬ 
logical result of old tubercular inflammation of the knee-joint. 

The method by which the condition arose is, however, easily 
understood. The semilunar cartilages became attached to the 
lower end of the femur by reason of inflammation causing erosion 
of the articular cartilage on the end of that bone. As a result of 
this occurrence in early life, a compensatory mobility was estab¬ 
lished between the semilunar cartilages and the head of the tibia 
by means of an increased relaxation of the ligamentous attach¬ 
ments. 

TYPHOID PERFORATION SUCCESSFULLY TREATED BY 
MAKING AN ARTIFICIAL ANUS, WITH SUBSEQUENT 
INTESTINAL RESECTION. 

Dr. J. Chalmers Da Costa stated that he had operated five 
times for perforation in typhoid fever. Two of the patients died 
very soon after the operation. In one, the perforation was not 
found at the time of operation; and necropsy disclosed it in the 
hepatic flexure of the colon. This case was reported by Dr. 
Herman B. Allen. The fourth patient lived eight days after 
the closure of the perforation, but afterwards died rapidly from 
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a second perforation. Necropsy disclosed the fact that the first 
perforation was completely healed. The fifth case, which he 
now reported, was the only successful one in the series. 

The patient was a man thirty-four years of age, who was 
sent to the Jefferson College Hospital on the 26th of May by 
Dr. Godfrey. The perforation had taken place twenty-four hours 
before admission, and Dr. Godfrey had been unable to persuade 
the family to allow immediate operation. The patient was in 
the end of the second or the beginning of the third week of 
the typhoid fever. 

On admission, the man’s condition was bad, but not hope¬ 
lessly so. There were marked evidences of peritonitis; severe 
tenderness in the lower abdomen, most marked on the right side; 
muscular rigidity; respiratory immobility; diminution of hepatic 
dulness; and a pulse of 118, with a temperature of 102*/,° F. 
Operation was performed immediately, the incision being made in 
the right iliac region. 

The moment the peritoneum was opened, fecal matter welled 
out. A perforation that would admit the index-finger was dis¬ 
covered in the ileum, a little over two feet from the ileocaecal 
valve, and opposite the mesenteric border of the ileum. This 
perforation was closed in the usual manner with two layers of 
sutures. 

Examination of the ileum on the proximal side of the per¬ 
foration did not reveal any ulcerations that seemed liable to 
perforate. Between the perforation and the ileocrecal valve there 
were several ulcers on the point of perforating, one being at 
the extreme lower end of the ileum. To have inverted them 
would have destroyed the lumen of the bowel. The patient’s 
condition was by this time absolutely desperate, and resection 
was not to be thought of, particularly as the situation of the 
ulcers would have made it imperative to resect a portion of the 
colon with a portion of the ileum. He therefore performed an 
enterostomy on the proximal side of the sutured perforation by 
Professor Bodine’s method. He chose this method so that he 
might be able at a later date to readily re-establish the lumen 
of the bowel. After the performance of this operation, the belly 
was cleansed, strands of gauze were introduced for drainage, 
the abdominal wound was closed, and the patient was returned 
to the ward. 
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For two days the man’s condition was absolutely desperate. 
On the morning of the second day after the operation, the tem¬ 
perature was still 96 2 / s ° F. On the evening of the second day, 
the condition notably improved; the temperature rose to 98 l / 6 ° 
F., and the pulse dropped to 98. On the morning of the third 
day, the temperature was normal. Quantities of pea-soup stools 
passed from the artificial anus. During the next few days the 
temperature remained normal, the diarrhcea greatly lessened, and 
there was no pain or discomfort. Eacli segment of the intestine 
was washed out gently, twice a day, with normal salt solution. 

On the 5th of June, ten days after the operation, the patient 
was suddenly seized with violent pain in the right iliac region; 
the pulse rose from 80 to 108, and the temperature to ioi° F. 
The pain continued throughout the night; but in the morning, 
before breakfast, it was relieved, and ftecal matter was found to 
be flowing out along the outside of the proximal section of the 
bowel. It seemed evident that another ulcer had perforated on 
the proximal side of the artificial anus, not into the peritoneal 
cavity, but into the zone of adhesions. The day after the appear¬ 
ance of this discharge, the temperature and pulse fell to normal; 
and from this time onward recovery was uninterrupted. The 
patient gained distinctly in weight. 

The evidences of typhoid rapidly disappeared after the first 
operation, nothing but the nature of the stools remaining to 
suggest typhoid when the second perforation occurred, ten days 
later. After the second perforation took place, there was not 
a symptom of typhoid; and the stools, although soft, became 
normal in character. It was considered wise to wait for a time 
before operating for the closure of the artificial anus. The 
patient had been through a severe crisis and was much exhausted; 
and, as he was gaining in weight and strength, the delay would 
be advantageous. The bowel was probably still in a dangerous 
state, and might perforate from slight pressure. Delay would 
permit the peritoneum to attain that resistance to infection which 
is the rule in a case of long-standing artificial anus. During 
this wait, the skin of the abdomen became frightfully inflamed 
and infiltrated, from the constant contact with soft fatces; 
and the utmost care in cleanliness and the employment of a 
rubber cap, as used in iliac colostomy, failed to amend this con¬ 
dition. 
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On the 21 st of October, lie operated for the closure of the 
artificial anus. It was evident that he could not use Grant’s 
clainp, on account of the existence of the second perforation on 
the proximal side of the artificial anus, an opening that was still 
patent, as shown by the continued oozing of faeces up from 
outside the bowel. He opened the abdomen above and to the out¬ 
side of the anus; felt his way with the fingers inside; removed 
the portion of badly infiltrated skin, and resected the artificial 
anus. The second perforation was observed about two inches 
above the opening of the proximal segment of the bowel; it had 
evidently not been into the free peritoneal cavity, but into the 
adhesions that had formed about the artificial anus. The distal 
segment of the bowel was very much smaller than the proximal, 
owing to having been so long out of function; consequently, an 
cnd-to-end anastomosis was not performed. The lateral method 
was selected, and was effected by simple suturing. When just 
ready to close the abdomen, it was found that the gall-bladder 
was enormously distended; consequently, a tube was inserted for 
drainage. It may be noted here that a bacteriological investiga¬ 
tion showed the bile to be sterile. The patient went on to uninter¬ 
rupted recovery. 

Dr. John I-I. Giuhon had operated upon a perforating ty¬ 
phoid ulcer which was similar in many respects to the one 
reported by Dr. Da Costa. In his case there was an unusually 
large perforation. The perforation and ulcer involved so much 
of the caliber of the bowel that closure was impossible. A resec¬ 
tion was done and an end-to-end anastomosis made. The patient 
died about thirty-six hours after the operation. 

Dr. Gibbon was of the opinion that in cases such as this one 
it would be far better to surround the perforated bowel with 
gauze and establish thorough drainage. This he thinks would be 
better than withdrawing the bowel entirely out of the wound. 
If necessary, the bowel could be attached to the peritoneum by 
catgut. In cases of this kind, where the patient is in bad condi¬ 
tion and where there has been considerable outpouring of intes¬ 
tinal contents, the performance of extensive operative procedures 
is not warranted, and the simplest treatment gives the best results. 
It is also thought that drainage of the intestinal contents through 
the wound is some protection against the perforation of other 
threatening ulcers. 
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Dr, James P. Hutchinson cited a case to illustrate the diffi¬ 
culty met with at times during attempted turning in of typhoid 
ulcers with subsequent fistula. The patient was a woman in 
whom perforation had occurred, the opening being about the 
size of a lead-pencil. The size of the ulcer and the condition of 
the bowel prevented turning in of the ulcer, and instead the 
thickened omentum was employed to cover the damaged intes¬ 
tine. The patient made a slow recovery, foul pus being dis¬ 
charged for some weeks. In this case Dr. Hutchinson believed 
a fistula existed, which eventually closed without operation. 
This result was accomplished by simply walling off the area of 
perforation with gauze. Dr. Hutchinson feels that recovery would 
not have followed turning in of the ulcer in this case as obstruc¬ 
tion would almost surely have resulted. Pic employed resection in 
one case where there was an intussusception in addition to several 
perforations, one and one-half feet of the bowel being removed. 
The patient lived thirty-six hours, death being due to peritonitis. 
Dr. Hutchinson believes the patient’s chances would have been 
better had the method used by Dr. Da Costa been employed in 
this case, or in any case in which resections may be necessary. 

Dr. Robert G. Le Conte agreed with Dr. Da Costa that 
resection of the bowel is a most hazardous procedure when the 
perforation is so large that it cannot be closed by suture. Ho 
had done it once and lost his case. He did not, however, approve 
of making a formal artificial anus, as described by Dr. Da Costa, 
where other portions of the bowel were deeply ulcerated, as under 
the circumstances, should another ulcer perforate, a successful 
termination, as shown in Dr. Da Costa’s case, will but rarely 
occur. Where the opening is large and other portions of the 
bowel seem seriously inflamed, he agrees with Dr. Gibbon that 
the safest plan is to wall off this area of the intestine with gauze 
from the general abdominal cavity. He had resorted to this 
expedient twice, and in both instances his patients recovered. 

PERFORATED GASTRIC ULCER, FOLLOWED BY THE DE¬ 
VELOPMENT OF AN ABSCESS BETWEEN THE 
LIVER AND STOMACH. 

Dr. J. Chalmers Da Costa reported a case of perforated 
gastric ulcer in a girl of sixteen years. The perforation was cn- 



